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ABSTRACT
Fecal impaction is the impaired excretion of a large 
fecal mass, and mild cases are treated by enema and 
osmotic laxatives. However, treatment-resistant cases 
need more invasive alternatives. A woman in her 60s 
presented with abdominal discomfort. Her abdomen 
was soft and without tenderness. Computed tomography 
revealed a large mass of feces in her sigmoid colon and 
no intestinal dilatation proximal to the mass. Endoscopy 
confirmed a fecal mass occupying the lumen. A glyc-
erin enema, oral administration of polyethylene glycol, 
and enteral administration of amidotrizoic acid during 
colonoscopy were ineffective. We maneuvered a guide-
wire to form a loop at the tip of an endoscope, with 
which we subdivided the mass for successful removal. 
The patient’s abdominal discomfort disappeared im-
mediately. Endoscopic disimpaction is far less invasive 
than surgery and should be considered when treating 
fecal impaction cases, without severe obstructive colitis, 
which are nonresponsive to conservative treatment.
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Fecal impaction is the impaired excretion of a large 
mass of compacted feces.1 Rey et al.2 estimated that 
half of the institutionalized elderly people suffer from 
it every year, up to 7% of which follows a rectal exam. 
The clinical consequences may be disabling and, oc-
casionally, life-threatening.3 In mild cases, enema and 
osmotic laxatives, such as polyethylene glycol, are effec-
tive treatments; however, in severe or treatment-resistant 
cases, more invasive alternatives may be required.1, 4–9 
During surgery, it is difficult to determine how much of 
the bowel to resect, which is why this highly invasive 
procedure is often more extensive than necessary.6 On 
the other hand, endoscopy is a less invasive technique 
that can be used to remove the feces; however, there is 
a limited amount of literature on its use for eliminating 
fecal impaction.10–13 In all these cited reports, fecal 
impaction was removed using an endoscope, and we 
found no reports of cases wherein a looped guidewire 
was connected to the tip of the endoscope to remove fe-
cal impaction. Here, we report a case of fecal impaction 
which was nonresponsive to conservative treatment and 
was completely removed during endoscopy.
PATIENT REPORT
A woman in her 60s presented to our hospital with 
abdominal discomfort that had lasted for a month. She 
had suffered from constipation for 10 years; hence, she 
was prescribed the oral laxative, sennoside. To relieve 
abdominal discomfort, she additionally administered an 
over-the-counter enema. In spite of these medications, 
defecation was minimal, and her abdominal discomfort 
persisted. Her medical history included thyroid cancer, 
for which she had undergone thyroidectomy; therefore, 
she was being treated with levothyroxine. Shortly after 
the thyroidectomy, she started to experience constipa-
tion. Additionally, she had undergone ligation and exci-
sion of hemorrhoids. Upon physical examination, she 
had no fever, and the rest of her vital signs were normal. 
Her abdomen was soft and without tenderness. Blood 
pathology revealed that the thyroid hormone was being 
adequately controlled: the concentration of free thyrox-
ine was 17.38 pmol/L (normal, 12.87–23.17 pmol/L), 
and that of thyroid-stimulating hormone was 1.83 μIU/
mL (normal, 0.50–5.0 μIU/mL). Computed tomography 
(CT), performed to determine whether it was colorectal 
cancer, revealed a large mass of feces in her sigmoid 
colon (Fig. 1). There was no dilatation of the colon or 
small intestine and no gas accumulation. We performed 
a colonoscopy, which revealed a hard, yellowish-brown 
mass of feces occupying the lumen of the sigmoid 
colon (Fig. 2). No edema or ulcers were observed in the 
mucosa. Retrograde sigmoidoscopy revealed a spherical 
mass of feces measuring 44.7 mm in diameter (Fig. 3). 
First, we performed a glycerin enema. This resulted 
only in watery, loose, stools, and the patient’s abdominal 
discomfort persisted. Thereafter, we performed colo-
noscopy and enterally administered amidotrizoic acid 
for a water-soluble contrast enema. However, the feces 
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could not be removed. Then, during colonoscopy, we at-
tempted to remove the feces using grasping forceps and 
an endoscopic lithotripsy catheter; however, the mass 
was only partially removed. Therefore, we changed 
the endoscope to a multi-bending twin-channel scope 
(GIF-2TQ260M; Olympus Optical Co., Ltd., Tokyo, 
Japan). We passed a guidewire (Hydra Jagwire, 0.035-
in; Boston Scientific, Massachusetts, MA) through one 
channel, and placed the other channel at the tip of the 
scope so that the guidewire formed a loop. This ‘looped-
wire’ endoscope was inserted into the sigmoid colon, 
and the loop was expanded to encircle the feces (Fig. 
4). We contracted the loop and confirmed that the fecal 
mass was bisected using X-ray fluoroscopy (Fig. 5). We 
repeatedly subdivided the mass and completely removed 
using a recovery net. The mucosa proximal to the point 
of obstruction was normal. Her symptoms improved 
within a few hours of the mass being removed, and she 
Fig. 1. Computed tomography findings. A large fecal mass was 
observed in the sigmoid colon (red arrowheads).
Fig. 2. Colonoscopy findings. A mass of yellowish-brown feces 
occupied the lumen of the sigmoid colon.
Fig. 3. Retrograde sigmoidoscopy colonography findings. 
The mass of feces was spherical and 44.7 mm in diameter (red 
arrowheads).
Fig. 4. Looped-wire endoscope. A guidewire was maneuvered 
to form a large loop at the tip of the endoscope. The loop was 
expanded to encircle the feces.
Fig. 5. X-ray fluoroscopy findings. The fecal mass was encircled 
with the looped-guidewire (a) and bisected by the contraction of 
the loop (b). The line of bisection was visible (red arrowheads).
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was discharged the same day. We instructed the patient 
to increase her fiber intake, to control constipation. Two 
years after treatment, colonoscopy revealed no fecal im-
paction in the sigmoid colon. She remains asymptomatic 
5 years after the procedure.
DISCUSSION
Fecal impactions are classified as those caused by true- 
or pseudostones, the latter being more common.14, 15 
True stones are mainly formed in the chyme, whereas 
pseudostones comprise insoluble matter or a mass 
of intestinal contents such as hair, dietary fiber, or 
feces.14–16 In the present case, the fecal mass was uni-
formly yellowish-brown and considered a pseudostone. 
Fecal impaction is triggered by stenosis of the intestinal 
tract, stagnation of intestinal contents, and/or decreased 
peristalsis of the intestine.17, 18 The risk of fecal impac-
tion is highest among the elderly and neuropsychiatric 
patients, who have impaired colonic mobility.17, 19 It is 
also higher in patients using chronic drugs that reduce 
gastrointestinal motility.17, 19 Paradoxically, long-term 
or excessive use of some laxatives may also cause 
increased fecal impaction as a harmful side-effect.19, 20 
Moreover, patients with hypothyroidism are known to 
have decreased rectal sensory function.21 In a previous 
case report of an infant with severe constipation, the 
authors speculated that the pacemaker cells of Cajal, 
associated with intestinal motility, had taken a long time 
to recover.22 Thyroid hormones were present at normal 
concentrations in the present case, allowing us to 
exclude hypothyroidism as the cause. In our case, fecal 
impaction may have been caused by the continuous use 
of drugs for constipation, stenosis of the anus associated 
with hemorrhoidectomy, all of which probably caused 
decreased peristalsis and subsequent stagnation of intes-
tinal contents.
Complications of fecal impaction include ileus, 
ulceration, perforation, and obstructive colitis.5–9, 13 
Obstructive colitis develops as a result of multiple 
factors, such as impaired mucosal blood flow due to in-
creased intestinal pressure and abnormal intestinal flora, 
which are in turn caused by stagnation of intestinal con-
tents.6 Obstructive colitis is classified into the transient, 
stenotic, and necrotic types.6 There have been several 
reported cases of necrotic-type obstructive colitis that 
required surgery.5–7, 9 Symptoms of obstructive colitis 
include abdominal pain, diarrhea, and melena, and signs 
upon physical examination include fever and abdominal 
tenderness.17, 23, 24 CT findings include thickening of 
the intestinal wall and disproportionate paracolic fat 
stranding, and colonoscopy findings include multiple 
colonic erosions, ulcers, and pale, edematous mucosa 
on the proximal side of the obstruction.23, 24 In our case, 
there were no findings suggestive of obstructive colitis 
in any of the examinations. Fuji et al.13 suggested that 
early removal of the obstruction may reverse ischemic 
changes in the intestinal tract. In this case, obstructive 
colitis could be prevented by removing the fecal mass 
soon after it formed, and our positive results support the 
importance of early treatment.
The standard treatment for fecal impaction, if 
within reach, is manual removal.17 Bekkali et al.4 
reported the efficacy of an enema for fecal impaction, 
with a successful disimpaction rate of 80% in their ran-
domized controlled trial. In the present case, the fecal 
mass persisted in spite of the administration of laxatives 
and enemas; therefore, more invasive treatment was 
required. There are several reports of surgical interven-
tion for fecal impaction,5–9 where the feces is manually 
identified and removed via an intestinal incision slightly 
proximal or distal to the mass.9 Severe obstructive 
colitis or intestinal necrosis are indicative for bowel 
resection. Nonetheless, any operation is highly invasive. 
On the other hand, there are few reports of minimally 
invasive, endoscopic fecal removal.10–13 Harima et al.12 
used a polypectomy snare to remove fecal stones, and 
Sanomura et al.10 conducted removal using snare, recov-
ery, and tripod forceps after splitting the mass with an 
enema examination catheter and a looped guidewire. In 
our case, the feces was compacted in the sigmoid colon, 
out of reach of a catheter, and too large to be grasped 
using snare forceps. Thus, we formed a large loop with 
a guidewire at the tip of the endoscope. This method is 
not only effective in its reach and grasping size, but also 
in that it can be used for repeated subdivision—as long 
as the looped guidewire can reach around the mass—
even if the scope itself cannot reach. It may be possible 
to use a tip hood that attached another channel such as 
Impact shooter (TOP, Tokyo, Japan) instead of multi-
bending twin-channel scope. As it is combined with 
endoscopy, subdivision and removal of feces can be 
directly confirmed.
In conclusion, we report a case of fecal impaction, 
resistant to conservative treatment, treated successfully 
via disimpaction during endoscopy using a looped 
guidewire. As such, we believe fecal impaction without 
severe obstructive colitis should be endoscopically 
treated.
Consent for publication: We obtained informed consent from 
the patient for publication of this case report and accompanying 
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